A self-introduced sharp metallic foreign body migrating transcutaneously to the interventricular septum, mistaken as an inhaled pin  by Sersar, Sameh Ibrahim
Letters to the Editoronly modest. After surgical
annuloplasty to reduce annular size,
significant mitral stenosis develops
beyond annular size reduction by
limited leaflet opening with diastolic
tethering.1,6 Dr Frater’s previous
investigations, demonstrating the
presence of leaflet tethering in
diastole,3 provide conceptual support
and explanation for the development
of functional mitral stenosis after surgi-
cal annuloplasty for ischemic mitral
regurgitation.1,6 These concepts have
clear therapeutic implications
regarding the need to address
subvalvular tethering for repair of both
systolic and diastolic dysfunction of
the mitral apparatus.
The observation in Dr Frater’s letter
regarding the heterogeneous influences
on diastolic leaflet mobility from
papillarymuscle displacement is of spe-
cial interest. He observed that papillary
muscle separation with its lateral and
posterior displacement causes greater
impairment on diastolic mitral leaflet
opening than does papillarymuscle api-
cal displacement.Althoughwehavenot
performed 3-dimensional analysis of
papillary muscle position, we agree
with his observation, because papillary
muscle tip position by echocardiogra-
phy seems to be displaced laterally
and posteriorly but not apically in
many patients.We referred to ‘‘outward
displacement’’ as ‘‘lateral and posterior
displacement’’ in our publications.1,5
We expect that ‘‘outward’’ or ‘‘lateral
and posterior’’ displacement of
papillary muscle will cause tensed and
posteriorly displaced chordae to limit
anterior leaflet opening, leading to
functional mitral stenosis in diastole,
whereas apical displacement may not
displace chordae posteriorly and
resultant effects to restrict leaflet
opening may be only modest. The
direction and degree of papillary
muscle displacement are key factors to
address subvalvular tethering and
provide comprehensive surgical relief
for ischemic mitral regurgitation
and/or stenosis. We look forward
to Dr Frater’s publication of hisThe Journalresearch on this topic to stimulate
further investigations and clinical
improvements.
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METALLIC FOREIGN BODY
MIGRATING
TRANSCUTANEOUSLY TO THE
INTERVENTRICULAR SEPTUM,
MISTAKENASAN INHALEDPIN
To the Editor:
I enjoyed reviewing the article on
cardiothoracic imaging titled ‘‘Sew-of Thoracic and Cardiovascular Surgeing needles embedded in the cardiac
interventricular septum and chest
wall.’’1
This case reminds me of a 17-year-
old girl admitted to our center 4 years
ago with a chest x-ray film suggestive
of an inhaled pin or sewing needle. A
routine quick historywas taken by a ju-
nior staff member, and an examination
was done with a rigid bronchoscope,
but no foreign body was found. Emer-
gency left thoracotomy revealed
a small hematoma on the surface of
the pericardium with no significant
effusion or foreign body. On fluoros-
copy, the foreign body was still in
place but its exact relationship to the
cardiac structures could not be delin-
eated. An urgent echocardiogram and
computed tomographic chest scan
with intravenous contrast localized
the foreign body in the interventricular
septum. An open heart operation was
performed and the foreign body was
removed from the septum through
a right atriotomy. Postoperatively, de-
tailed history-taking showed that the
patient was confused and was being
treated for major depression. She con-
fessed that she had stabbed herself in
the chest with a syringe needle to com-
mit suicide.
From the teaching point of view,
this case raises some important points:
1. A full thorough and detailed
history should be taken from the
patient and/or the family.
2. Inhaled foreign bodies can be mis-
taken for swallowed and or self-
inflicted foreign bodies.
3. A chest x-ray film with the upper
half of the body unclothed is rec-
ommended.2
The heart may be severely damaged
by objects of unimpressive size or ap-
pearance. Pins and needles can injure
the heart, resulting in life-threatening
cardiac tamponade.3,4
Perrotta, Perrotta, and Lentini,5 in
their best evidence medicine article,
stated that early diagnosed needle in-
jury to the heart should be treated sur-
gically, regardless of the presence ofry c Volume 141, Number 2 603
Letters to the Editorsymptoms. Early diagnosis and inter-
vention can avoid complications, mi-
gration, and/or death. If diagnosed
after the injury, asymptomatic foreign
bodies with no associated risks may be
treated conservatively.5
Sameh Ibrahim Sersar, MD
Mansoura University
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Mansoura, Egypt
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doi:10.1016/j.jtcvs.2010.09.061Reply to the Editor:
Thank you for your comments on
our recent report1 of thoracic imaging.
The case you describe underscores the
need for a complete history in these
cases, as well as the need for use of
imaging modalities sufficient to deter-
mine the location of thoracic foreign
bodies to facilitate appropriate opera-
tive intervention, assuming that the
patient is in stable condition.
Although we agree that chest radi-
ography is helpful in the initial work
up of an intrathoracic foreign body,
the location of a foreign body lodged
within the heart can remain ambigu-
ous if this is the only imaging per-
formed. Both the case you describe
and our own case illustrate this point
well. In our own case, the true posi-
tion of the single intracardiac sewing
needle among the 3 needles visual-
ized on chest radiography was not
clear until additional imaging modal-
ities were used.1 In your case, perhaps604 The Journal of Thoracic and Cthe patient could have been spared the
initial thoracotomy had additional im-
aging been performed preoperatively.
In the setting of an unreliable his-
tory, the quality of imaging becomes
of paramount importance. Both this
issue and the difficulty of the adequate
localization of pins and needles in the
heart have been described dating back
almost 20 years.2
The relationship between inhaled,
swallowed, and transthoracically in-
troduced intrathoracic pins and nee-
dles and the heart is interesting.
Because of the proximity of the bron-
chi and esophagus to the heart and the
propensity of these small objects to
migrate, we submit that cardiac injury
should be considered any time an in-
trathoracic pin or needle is visualized
within the mediastinum on chest radi-
ography, regardless of the mode of en-
try. Indeed, there is at least one case
reported of cardiac tamponade from
the migration of a swallowed needle.3
Stephanie L. Mick, MD
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OFA NEW MODIFICATION OF
THORACIC ENDOGRAFT FOR
TREATMENT OF DELAYED
PARAPLEGIA
To the Editor:
Delayed spinal cord ischemia after
thoracic aortic aneurysm repair is an in-ardiovascular Surgery c February 2011frequent but devastating complication.
According to previous results, paraple-
gia after endovascular treatment of
thoracic aortic aneurysms occurs at
some rate between 0% and 12%.1
The mechanisms of spinal cord ische-
mia (SCI) in endovascular endograft-
ing are poorly documented, with
a few mechanisms proposed.2,3
Regardless of the cause at the time of
development, however, cerebrospinal
drainage and mean arterial pressure
manipulation are the only treatments
currently available. A new and
interesting treatment approach by
Reilly andChuter4 has led us topropose
a novel endograft model to aid in the
treatment of delayed paraplegia.
During thoracic endograft fabric
creation, it is essential to plan a circle
partial fenestration in the middle part
of the graft. The diameter is estimated
according to the previously performed
experiments. That fenestration is then
covered with patch slightly attached
over the edges, completely fixed in
less than half the circumference,
with enough strength to be easily par-
tially opened. That patch in turn is
connected with wires to the introducer
sheath left in the femoral artery after
stent graft deployment, as a backup.
In case of delayed paraplegia develop-
ment, a string can be pulled to open
the fenestration in the graft, allowing
a type III endoleak to evolve. The
force of blood flow then keeps the
patch open (Figure 1).
The introduction of endovascular
techniques as an alternative option for
the treatment of thoracic aortic
disease gave rise to some optimism be-
cause the risk of paraplegia seemed re-
duced to somewhere in the range of
0% to 6%.5 Nevertheless, the risk of
SCI remains a constant threat, with
only a very few treatment techniques
that can give us some hope for better
results. It should be mentioned that de-
layed paraplegia is somewhatmore fre-
quent after endovascular treatment of
thoracic aortic aneurysms than after
open thoracoabdominal aortic aneurys-
mal repair. Reasons for this difference,
